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Revision of the Case Lefinition 
of Acquired Immunodeficiency Syndrome 
for National Reporting — United States 


Patients with illnesses that, in retrospect, were manifestations of acquired immunodefi- 
ciency syndrome (AIDS) were first described in the summer of 1981 (7,2). A case definition 
of AIDS for national renorting was first published in the MMWR in September 1982 (3,4). 
Since then, the definition has undergone minor revisions in the list of diseases used as indica- 
tors of underlying cellular immunodeficiency (5-8). 

Since the 1982 definition was published, human T-cell lymphotropic virus type Ill/ 
lymphadenopathy-associated virus (HTLV-III/LAV) has been recognized as the cause of AIDS. 
The clinical manifestations of HTLV-IlI/LAV infection may be directly attributable to infection 
with this virus or the result of secondary conditions occurring as a consequence of immune 
dysfunction caused by the underlying infection with HTLV-III/LAV. The range of manifesta- 
tions may include none, nonspecific signs and symptoms of illness, autoimmune and neuro- 
logic disorders, a variety of opportunistic infections, and several types of malignancy. AIDS 
was defined for national reporting before its etiology was known and has encompassed only 
certain secondary conditions that reliably reflected the presence of a severe immune dysfunc- 
tion. Current laboratory tests to detect HTLV-III/LAV antibody make it possible to include 
additional serious conditions in the syndrome, as well as to further improve the specificity of 
the definition used for reporting cases. 

The current case definition of AIDS has provided useful data on disease trends, because it is 
precise, consistently interpreted, and highly specific. Othe: manifestations of HTLV-III/LAV in- 
fections than those currently proposed to be reported are less specific and less likely to be con- 
sistently reported nationally. Milder disease associated with HTLV-IlI/LAV infections and 
asymptomatic infections may be reportable in some states and cities but will not be nationally 
reportable. Because persons with less specific or milder manifestations of HTLV-IlI/LAV 
infection may be important in transmitting the virus, estimates of the number of such persons 
are of value. These estimates can be obtained through epidemiologic studies or special surveys 
in specific populations. 

Issues related to the case definition of AIDS were discussed by the Conference of State and 
Territorial Epidemiologists (CSTE) at its annual meeting in Madison, Wisconsin, June 2-5, 1985. 
The CSTE approved the following resolutions: 

1. that the case defini*ion of AIDS used for national reporting continue to include only the 

more severe manifestations of HTLV-III/LAV infection; and 
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2. that CDC develop more inclusive definitions and classifications of HTLV-III/LAV infec- 
tion for diagnosis, treatment, and prevention, as well as for epidemiologic studies and 
special surveys; and 
that the following refinements be adopted in the case definition of AIDS used for na- 
tional reporting: 
a. In the absence of the opportunistic diseases required by the current case definition, 
any of the following diseases will be considered indicative of AIDS if the patient has 

a positive serologic or virologic test for HTLV-IlI/LAV: 

(1) disseminated histoplasmosis (not confined to lungs or lymph nodes), diagnosed 
by culture, histology, or antigen detection; 

(2) isosporiasis, causing chronic diarrhea (over 1 month), diegnosed by histology 
or stool microscopy; 

(3) bronchial or pulmonary candidiasis, diagnosed by microscopy or by presence 
of characteristic white plaques grossly on the bronchial mucosa (not by culture 
alone); 

(4) non-Hodgkin's lymphoma of high-grade pathologic type (diffuse, undifferen- 
tiated) and of B-cell or unknown immunologic phenotype, d-agnosed by biopsy; 

(5) histologically confirmed Kaposi's sarcoma in patients whe are 60 years old or 
older when diagnosed. : 

In the absence of the opportunistic diseases required by the cucrent case definition, 
a histologically confirmed diagnosis of chronic lymphoid interstitial pneumonitis in a 
child (under 13 years of age) will be considered indicative of ADS unless test(s) for 
HTLV-Ill/LAV are negative. 
Patients who have a lymphoreticular malignancy diagnosed rsore than 3 months 
after the diagnosis of an opportunistic disease used as a marker for AIDS will no 
longer be excluded as AIDS cases. ° 
To increase the specificity of the case definition, patients will he excluded as AIDS 
cases if they have a negative result on testing for serum antibody to HTLV-III/LAV, 
have no other type of HTLV-Ill/LAV test with a positive result, arid do not have a low 
number of T-helper lymphocytes or a low ratio of T-helper te T-suppressor lym- 
phocytes. In the absence of test results, patients satisfying all other criteria in the 
definition will continue to be included. 

CDC will immediately adopt the above amendments to the case defirstion of AIDS for na- 
tional reporting. This revision in the case definition will result in the rezlassification of less 
than 1% of cases previously reported to CDC. The number of additional rew cases reportable 
as a result of the revision is expected to be small. Cases included under “he revised definition 
will be distinguishable from cases included under the old definition so as'to provide a consis- 
tent basis for interpretation of trends. CDC will also develop draft classications for disease 
manifestations of HTLV-IlI/LAV infections other than AIDS, distribute these widely for com- 
ment, and publish the results. ; 


Reported by Conference of State and Territorial Epidemiologists; AIDS Br, Div of, : Viral Diseases, Center 
for infectious Diseases, CDC. ; 
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Results of Human T-Lymphotropic Virus Type Ill Test Kits 
Reported from Blood Collection Centers — 
United States, Acril 22,-May 19, 1985 


In March 1983, the U.S. Public Health Service (PHS) recommended that members of 
groups at increased risk for acquired immunodeficiency syndrome (AIDS) refrain from donat- 
ing plasma and/or blood (7). The recommendation was made to decrease the risk of AIDS as- 
sociated with the administration of blood or blood products, which accounts for about 2% of 
all reported AIDS cases in the United States (2). 

Since that recommendation, evidence has shown that a newly recognized retrovirus, 
human T-lymphotropic virus type Ill (HTLV-Ill), is the cause of AIDS (3-5). An ELISA test de- 
signed to detect antibody to HTLV-Ill was developed. A previous report described serologic 
surveys with use of this test (6). In January 1985, the PHS issued provisional recommenda- 
tions for screening donated blood and plasma for antibody to HTLV-ill (6). In early March, 
ELISA test kits developed for detecting antibody to HTLV-Ill in donated blood and plasma 
were licensed and made commercially available. 

The American Red Cross, the Council of Community Blood Centers, and the American 
Association of Blood Banks have provided data on test kit results for the 4-week period April 
22, to May 19, 1985. During this period, 131 blood centers and banks reported results from 
screening 593,831 units of blood. An initially reactive test was found for 5,313 units 
(0.89%); 1,484 units (0.25%) were repeatedly reactive.* Repeatedly reactive rates varied by 
region of the country, ranging from 0.08% to 0.32% (Table 1). 


*A sample that is reactive on two independent ELISA assays (done in duplicate at the same time or singly 
at different times) is defined as repeatedly reactive. If tested three times, and found reactive twice, it is 
also defined as repeatedly reactive. 


TABLE 1. Number of bicod units screened for HTLV-IIi and percentage repeatedly reac- 
tive, by geographic region— United States, April 22,-May 19, 1985 





North- North- South- South- 
west east west east Total 


Total units tested 27,174 269,032 116,812 180,813 593,831 





Repeatedly reactive (%) 0.08 0.32 0.24 0.18 0.25 
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Reported by the American Red Cross; Council of Community Blood Centers; American Association of 
Blood Banks; Office of Epidemiology and Biostatistics, Center for Drugs and Biologics, U.S. Food and Drug 
Administration. 
Editorial Note: The data shown represent about 70% of all blood collected in the United 
States during the 1-month period. They demonstrate rapid implementation of HTLV-lll 
antibody screening nationally. Since these data represent initial results of testing by many cen- 
ters, future results may vary. It is not possible from these data to determine how many of the 
repeatedly reactive samples represent true HTLV-Iil infection or are false positives. Additional 
data correlating screening results and other test methods, such as Western biot, will be pre- 
sented at a conference sponsored by CDC, the U.S. Food and Drug Administration, and the Na- 
tional Institutes of Health (NIH) to be held at NIH on July 31, 1985. Organizations wishing to 
send representatives to this conference or persons wishing to attend should contact one of the 
three agencies for additional information. 
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Update: Lyme Disease 
and Cases Occurring during Pregnancy — United States 


Lyme disease is a tickborne iliness caused by a spirochete, Borrelia burgdorferi. The 
number of cases reported to CDC has increased over the past 2 years so that Lyme disease is 
now the most commonly reported tickborne illness in the United States. Although it is reporta- 
ble in only a few states, informal national surveillance was initiated by CDC in 1980 and has 
been compiled annually since 1982. in 1980, 1982, and 1983, 226, 491, and 599 cases, re- 
spectively, were reported in the United States. In 1984, a provisional total of 1.498 cases 
was reported (Table 2). For Lyme disease patients for whom 1983 and 1984 surveillance 
data are available, ages ranged from 1 year to 81 years (median 34 years). Fifty-four percent 
of cases occurred among males. Eighty percent of cases occurred during the 4-month period 
May-August, with the peak incidence in July. 

Since 1980, reported cases of Lyme disease have occurred in an increasing number of 
states. Lyme disease was acquired in 11 states in 1980 and 1982, 18 states in 1983, and 21 
states in 1984. Increasing numbers of cases have occurred in three states outside previously 
recognized endemic areas: Arkansas, North Carolina, and Texas. Isolated, serologically con- 
firmed cases have been acquired in Florida, Georgia, Indiana, Michigan, New Hampshire, Vir- 
ginia, and Tennessee. However, in all reporting years, over 90% of all cases were acquired in 
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only seven states: Connecticut, Massachusetts, Minnesota, New Jersey, New York, Rhode 
Island, and Wisconsin. In addition to the states listed in Table 1, isolated, clinically suspected 
but unconfirmed cases of Lyme disease have been reported from Kentucky, Maine, Missouri, 
Montana, Ohio, and Vermont. 

The possible association between Lyme disease during pregnancy and adverse outcome 
has recently received attention. Transplacental transmission of 8. burgdorferi has been docu- 
mented in a pregnant woman with Lyme disease who did not receive antimicrobial therapy. 
She delivered an infant with a congenital heart defect (7). The relationship between the in- 
trauterine infection and congenital heart defect has not been established. In an effort to 
assess the risk of Lyme disease during pregnancy, the state and territorial epidemiologists 
and CDC have established a registry to enroll cases of Lyme disease in pregnant women 
before the outcome of pregnancy is known. Of the 19 pregnancies evaluated to date, none re- 
sulted in a child with a congenital heart defect. However, other adverse outcomes were found, 


TABLE 2. Lyme disease,* by state where acquired — United States, 1980, 1982-1984 





Year 
Region 1980 1982 1983 1984" 








South Atlantic 
Del. 
Va. 
Md. 


Mountain/Pacific 
Utah 
Nev. 
Oreg. 
Calif. 
Unknown 


Total 226 





“Case definition varies by reporting year and state. 
tProvisional data. 
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including intrauterine fetal demise in the second trimester, prematurity, and developmental 
delay with cortical blindness. None of the adverse outcomes have been documented to be 
caused by Lyme disease. Outcomes of 14 of the pregnancies were completely normal. The 
risk of adverse outcome for pregnancies complicated by Lyme disease is not currently known. 


Reported by State and Territorial Epidemiologists; Respiratory and Special Pathogens Epidemiology 8&r, 
Div of Bacterial Diseases, Center for infectious Diseases, CDC. 


Editorial Note: Lyme disease, first described in 1977 (2), is characterized by a distinctive 
skin lesion, erythema chronicum migrans (ECM), which starts as a red macule at the site of a 
tick bite and expands to become an annular erythema with central clearing. Some patients de- 
velop systemic manifestations, including neurologic, cardiac, and arthritic abnormalities 
weeks to months after the skin lesion. 8 burgdorferi has been isolated from cerebrospinal 
fluid (3) and visualized in synovia of patients with Lyme disease (4), suggesting the spiro- 
chetes can persist in various sites in the body and may be responsible for the systemic mani- 
festations. 


(Continued on page 383) 





TABLE |. Summary— cases of specified notifiable diseases, United States 


25th Week Ending Cumulative, 25th Week Ending 
June 23. Median June 22. June 23. | Median 








1985 1984 1980-1984 














3,541 1.845 N 
1,942 2.041 2.041 


424 390 
7 63 
381,734 

9.767 

9.938 

11,938 

1,823 

2.313 

260 

112 

366 

1,688 

1,499 

189 

1,623 

1,620 

3 


Pertussis 

Rubella (German measies) 

Syphilis (Primary & Secondary): Civilian 
Mibtary “ 

Toxic Shock syndrome 10 

Tuberculosis 


585 
Tulererma 1 
Typhoid fever 4a 
Typhus fever, tick-borne (RMSF) 28 
Rabies. arwmal 66 








TABLE Il. Notifiable diseases of low frequency, United States 








Cum. 1985 Cum. 1985 
+———_ 


Anthrax 

Botulism: Foodborne (Wash. 1) 5 
intant 22 Poliomyelitis Total 
Other ° 


Paralytic 
Brucellosis (Minn. 1, Tex. 1) 52 Psittacosis (Fla. 1) 


Cholera ° Rabies, human 

Cong: rubella syndr - Tetanus 

Congenital syphilis, ages < 1 year 74 Trichinosis (NJ. 3) 

Owphthene 1 Typhus fever, flea-borne (endemic, murine) 


Leptospirosis (N.Y. City 1, Hawaii 1) 13 
4 

















“Seven of the 102 reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally 
imported case within two generations 
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TABLE I11. Cases of specified notifiable diseases, United States, weeks ending 
June 22, 1985 and June 23, 1984 (25th Week) 
Encephalitis duciiia Hepatitis (Viral), by type 
Pamary ~~ (Civilian) e NA.NB 


Cum. Cum Cum Cum 
1985 1985 1985 1984 1906 


UNITED STATES 148 67 384,108 381,734 75 
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N_ Not notifiable U: Unavailable 
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TABLE II. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
June 22, 1985 and June 23, 1984 (25th Week) 


Measies (Rubeola) 
Indigenous imported * 


Cum Cum Cum Cum. | Cum Cum. | Cum 
1908 | 1985 1908 | Sage 1905 | 1985 1988] =i 1984 1905 | 1985 | 1984 
19 690 


964 54 322 








Mumps Pertussis Rubella 
































UNITED STATES 93 1,378 9 333 44 1,853 
NEW ENGLAND 22 - @ 1 37 ms 9 
4 2 

1 - 

. 
1 


MID ATLANTIC 

Upstate N.Y. 12 
N.Y. City 2 - 84 
NJ 6 9 
Pa - - - 12 


EN. CENTRAL 
Ohio 


ind 
oT) 
Mich 
Wis 


W.N. CENTRAL 
Minn 

lowe 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Dei 
M3 


oC 
Va 


W.S. CENTRAL 
Ark 

le 

Okla 

Tex 
MOUNTAIN 


idaho 


Pac. Trust Terr. - U 





*For measies only, imported cases includes both out-of-state and international importations 
N Not notifable uu lable ’ er 4 Sout-of-state 
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TABLE II!. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
June 22, 1985 and June 23, 1984 (25th Week) 





Toxic- Typhus Fev 
shock Tuberculosis Tule- Typhoid | (Tick-borne) 
Ph. rema Fever (RMSF) 


Syphitis (Civihan) 
(Primary & S dary) 
Reporting Area ™ y 
Cum um 1985 Cum Cum Cum Cum Cum 
1985 1985 1984 1985 1985 1985 
































UNITED STATES 11,854 10 9.818 9.987 52 129 190 


NEW ENGLAND 261 1 322 277 - 6 2 
7 2 22 13 
6 - 18 
3 


MID ATLANTIC 
Upstate N.Y 
N_Y. City 

NJ 

Pa 


E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 


WS. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Anz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawan 


Pac. Trust Terr. 





U Unavailable 





TABLE IV. Deaths in 121 U.S. cities,” week ending 
June 22, 1985 (25th Week) 





All Causes. By Age (Years) All Causes, By Age (Years) 








Par 
Reporting Area 
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“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100.000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 
** Pneumonia and influenza 
t Because of cnanges in reporting methods in these 3 Pennsyivania cities. these numbers are partial counts for the current week Complete 
counts will be available in 4 to 6 weeks 
tt Total includes unknown 


ages 
§ Data not available Figures are estimates based on average of past 4 weeks 
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Because antimicrobial therapy decreases the morbidity from Lyme disease, it is important 
that cases be recognized and patients treated. In endemic areas, Lyme disease can be diag- 
nosed if the typical ECM skin lesion is present. Serologic tests have been developed to meas- 
ure antibody against B burgdorferi (5,6). These tests, when positive, can help support the 
clinical suspicion of Lyme disease in atypical cases, such as those without ECM or those oc- 
curring outside recognized endemic areas. However, serologic tests are often negative, partic- 
ularly early in Lyme disease. Therefore, a negative result does not exclude the diagnosis early 
in the course of the iliness (7). Antimicrobial therapy with oral tetracycline is recommended 
for patients with early manifestations of Lyme disease; penicillin and erythromycin are also ef- 
fective (8). Children and pregnant women should be treated with penicillin. Some of the 
neurologic abnormalities, as well as established arthritis, have been found to respond to high 
dose intravenous penicillin (9, 70). 

Previously, Lyme disease was recognized in three endemic areas: the coastal areas of the 
northeast (Connecticut, Delaware, Maryland, Massachusetts, New York, New Jersey, 
Pennsylvania, Rhode Island), the midwest (Minnesota, Wisconsin), and the west (California, 
Nevada, Oregon, Utah). Although these areas are within the range of the known tick vectors, 
1 dammini and |. pacificus , some arzas where Lyme disease has occurred are not. However, 
B. burgdorferi tas been found in Amblyomma americanum (11) and Dermacentor variabilis ; 
these and other ticks may be vectors in some areas. 

It is not known to what extent the increase in numbers and widening geographic distribu- 
tion of cases reflect increased recognition or reporting rather than increased incidence of the 
disease or spread of the vectors and/or spirochete. Increased reporting is probably responsi- 
ble for part of the greater than 500% increase in reported cases in Connecticut in 1984, be- 
cause an active surveillance system was initiated in the state that year. Underreporting is sus- 
pected in some states, such as Massachusetts, where officials think far greater numbers of 
cases are occurring than are reported. CDC encourages reporting of cases of Lyme disease to 
state and local health departments so the geographic distribution and temporal trends can be 
better defined. 

Since transplacental transmission of B. burgdorferi has been documented, it will be impor- 
tant to determine whether maternal infection with 8. burgdorferi is associated with an in- 
creased risk of adverse pregnancy outcome. Cases of Lyme disease during pregnancy should 
be reported to state health departments and CDC (telephone [404] 329-3687) before deliv- 
ery so the types and approximate frequency of any adverse outcome can be determined and 
appropriate diagnostic tests obtained. 
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Epidemiologic Notes and Reports 





Lead Poisoning in a Capacitor and Resistor Plant — Colorado 


In July 1984, the Mesa County, Colorado, Health Department was notified of a local 
electrical component manufacturing plant worker who had a biood lead level of 105 yg/di. At 
the plant, fritted leaded glass was used in a vitreous enameling process to coat capacitors and 
resistors, and during the dipping, sandblasting, and sanding processes, a fine dust containing 
lead borosilicate was produced. The Occupational Safety and Health Administration (OSHA) 
began an investigation at the component plant July 30, 1984. The plant was found to be 
heavily contaminated, with air lead levels ranging from 61 yg/m* to 1,700 ug/m*, in excess 
of the OSHA Permissible Exposure Level (PEL) of 40 g/m per 10-hour working day. 

Eighty-one of approximately 94 additional workers from the plant were tested and found 
to have blood lead levels ranging from 3 g/dl to 135 uzg/di. Among these were two pregnant 
woman, one of approximately 8 weeks’ gestation with a blood lead level of 61 wg/di, and a 
second of 8-13 weeks’ gestation with a blood lead level of 27 g/dl. Thirty-eight (42%) of 94 
workers were removed from the workplace because of elevated blood lead levels 50 g/dl or 
greater. Nineteen of the workers received chelation therapy. Fourteen (58%) of 24 workers 
with elevated blood lead levels who were sent for additional testing were found to have evi- 
dence of possible neurologic impairment on the basis of the Halstead-Reitan Neuropsycholog- 
ical Test Battery; these workers have been removed from the exposure site. 

Although the plant’s management was apparently unaware of lead in the raw material, the 
process in question required the low-melting-point leaded glass for adequate coating of the 
components. The plant was cited and fined for violations of numerous regulations; OSHA 
made engineering recommendations and enforced requirements for respirators, protective 
clothing, and periodic air and blood lead monitoring. 

In addition, children of workers were potentially exposed to lead dust brought home on 
workers’ clothes. The mean lead level in 20 exposed children under 6 years old (13.4 ywg/di) 
was significantly above that in 31 unexposed comparison children under 6 years of age (7.1 
g/dl) by Student's t-test. No children were found to be above the CDC guideline for lead 
toxicity in children (25 yg/di of blood lead and erythrocyte protoporphyrin level 35 g/dl or 
greater) (7), but a repeat screening of workers’ children in November 1984 found three with 
blood lead levels above this new guideline. The children were referred for CaNa, EDTA mobili- 
zation tests and were not found to have elevated total body burdens of lead. Chelation therapy 
was not necessary (2). 


_ Reported by | Alkes, MD, St. Mary's Family Practice Residency, Grand Junction, D Teitelbaum, MD, 
Denver Clinic, PC, F Kadushin, PhD, C~lorado Neurobehavioral Institute, K Lampert, MD, Mesa County 
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Health Dept, R Hopkins, MD, Colorado Dept cf Health; J Ryan, Occupational Safety and Health Adminis- 


tration Region Vill; Div of Field Svcs, Epidemiology Program Office, Special Studies Br, Chronic Diseases 
Div, Center for Environmental Health, CDC. 


Editorial Note: This type of plant and process represents a new source of lead poisoning in 
workers and potential exposure for their families. OSHA standards were violated, but with 
consultation and enforcement of existing rules, the plant has been able to maintain operations 
while bringing this exposure problem under control, as shown by repeated monitoring of 
blood lead levels and area air samples. 

The blood lead test is one measure of the amount of lead in the body and is the best availa- 
ble measure of recent lead absorption. Adults not exposed to lead at work usually have a 
blood lead level less than 30 g/dl; the average is less than 15 yg/di (3,4). For purposes of 
compliance with the OSHA lead standard, a blood lead level averaging 50 yg/di or more re- 
presents excessive lead exposure, and the affected employee must be removed from further 
lead exposure until his blood lead level is less than 40 g/dl. The standard protects the earn- 
ings, seniority, and other benefits of employees who, because of excessive lead absorption, 
are removed from jobs involving lead exposure (5). 

A World Health Organization study group recommended that blood lead levels not exceed 
30 g/dl in occupationally exposed women of childbearing age and not exceed 40 yg/di in 
other workers (6). In a pregnant woman, lead crosses the placenta, and lead concentrations in 
umbilical cord blood are nearly equal to those in maternal blood (7). Since the growing brain 
of the fetus is likely to be at least as sensitive to the neurologic effects of lead as the brain of 
a young child, umbilical cord levels should be at least below 25 yg/di (2). 

Lead dust can cling to the skin, shoes, clothing, and vebicles of workers and can thus be 
carried from workplace to home. Previous studies have demonstrated the potential for elevat- 
ed blood lead levels in children of workers (8). It is important, therefore, when high levels are 
seen in workers, to evaluate potential familial exposure, as was done in this instance. Strict 
compliance with OSHA standards is quite effective in decreasing this type of exposure. These 
standards provide that employees exposed to lead levels above the PEL be provided with the 
following at the employer's expense: protective work clothing and equipment, cleaning of 
work clothing, change rooms, showers, and filtered-air lunchrooms. However, many occupa- 
tional exposures to lead are not covered by the OSHA standards. Companies with fewer than 
10 employees (cottage industries, “hobby” production of pottery and stained glasswork, and 
home manufacturing of bullets and fishing sinkers) are excluded from the OSHA standards. 
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Notice to Readers 





Reported Measles Cases — United States 
Beginning with this issue of MMWR. a map will replace the list of states that hae reported 
measies during the past 4 weeks, which has appeared weekly since April 5, 1985. Cases 
shown on the map lag 1 week behind those shown in Tables | and Il. 


FIGURE I. Reported measies cases — United States, weeks 21-24, 1985 
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